T he meaning of place commonly changes in daily occupations after stroke (Guidetti, Asaba, & Tham, 2009) . According to Lawton's (1983) classic description, everything we do and experience is a function of our placement in a physical world. Research has shown the importance of the physical environment on the rehabilitation process. For example, staying in an apartment designed to be like a home instead of a rehabilitation setting and equipped with technical aids for daily living allowed individuals with acquired brain injury to have dignity and strengthened their ability to handle a home environment after discharge (Erikson, Karlsson, Söderström, & Tham, 2004) . Individuals with memory impairments found it easier to do activities in familiar environments, such as the home, that they were previously integrated into (Erikson, Karlsson, Borell, & Tham, 2007) , what Merleau-Ponty (2002 /1945 called the habit body. More recent research supports the value of understanding how contextual factors in familiar environments, such as the home, can support rehabilitation by linking a habit body to the "new body" experienced after stroke (von Koch, Holmqvist, Wottrich, Tham, & Pedro-Cuesta, 2000; Wottrich, von Koch, & Tham, 2007) .
The onset of an illness or disability experience can transform a previously familiar environment-full of opportunities and resources-into one that is demanding or constraining (Christiansen & Baum, 1997; Kielhofner & Forsyth, 2002; Law, Polatajko, Baptiste, & Townsend, 2002; World Health Organization, 2004) . In occupational therapy models of practice, the environment as defined by its physical, socioeconomic, cultural, or institutional aspects (Canadian Association of Occupational Therapists, 1997; Christiansen & Baum, 1997; Kielhofner, 2008; Law et al., 1996) supports or constrains engagement in activities or health (Kielhofner, 2004; Stewart & Law, 2003) . However, the concept of place opens up a new perspective by foregrounding the meaning created in the interaction of person and place or environment. The concept of place then shifts the focus from examining the person and environment as separate components toward foregrounding both in the interaction between person and environment for development, health, and well-being (Stewart & Law, 2003) and dynamic interaction between person and environment where any change affects the other parts (Law et al., 2002) .
Place is more than a location in space. The concept of place links experiences in particular environments to individual meaning (Hamilton, 2004; Rowles, 1983 Rowles, , 2009 ). Experiences of and in places are essential to understanding how individuals create self-identity and sustain self-actualization after injury (Hamilton, 2004; Rowles, 1991 Rowles, , 2009 ). Thus, in Cutchin's (2004) review of the phenomenological roots of this concept, he refers to Rowles' description of place as "a center of lived meaning, where social, cultural, and physical elements of a person's environment become one's place by being woven into being and selfhood" (p. 309). However, Cutchin also argued that such a phenomenologically grounded conceptualization of place is far too static.
Drawing from Dewey's transactional perspective, place integration extends the concept of place by resituating action-central to the epistemology of occupational therapy-within a temporal perspective that can give a more dynamic image of change. Thus, place integration provides a way to see how a person, through his or her actions, is integrated into particular environments in a constantly changing and relational process (Cutchin, 2004; Dickie, Cutchin, & Humphry, 2006) .
Taking this conceptualization of place as a point of departure, this qualitative study examined the meaning of particular activities in particular places (e.g., home, work, or rehabilitation setting) for individuals who experienced stroke as a constantly changing and relational process. Despite recent research examining how home interventions support the rehabilitation outcomes, there continues to be a lack of longitudinal qualitative studies examining how a range of familiar places across time impacts the process of rehabilitation. Thus, the aim of this study was to examine the shifting relationship between meaning, place, and activities during the year-long rehabilitation process.
Method
The grounded theory (Glaser & Strauss, 1967) used in this study was based primarily on Charmaz' (2006) interpretation of this method ". . .as a set of principles and practices, not as prescriptions or packages [to] emphasize flexible guidelines, not methodological rules, recipes, and requirements" (p. 9). Thus, following Charmaz, grounded theory was used as "a path to reach imaginative interpretations" (p. 181) to conceptualize the relationship between place and engagement in activity during a year-long rehabilitation process.
Participants
A total of seven participants were chosen for this study. First, four individuals were drawn from a database that contained transcribed qualitative interviews conducted with 16 participants with acquired brain injury. All participants were inpatients at and recruited from a rehabilitation department in central Sweden. The criteria for participation were: (1) first-ever stroke had occurred less than 1 month ago, (2) participants were of working age, (3) participants had limitations in the performance of daily activities according to the occupational therapist at the clinic, (4) participants had memory or the ability to recall their daily experiences during the year, and (5) participants had the ability to understand and respond to interview questions. The four participants for this study were chosen because they presented a heterogeneous sample in terms of gender, type of cognitive impairments (i.e., impaired memory, visuospatial perception, attention, and body image), and diverse experiences to provide rich data on the relationships between aspects of the physical environment and engagement in occupations over a year. Second, to elaborate on and refine emerging categories until saturation was achieved, three more participants were chosen using theoretical sampling (Charmaz, 2006; Glaser & Strauss, 1967) .
The characteristics of the final seven participants are summarized in the table. All participants received written and verbal information about the study and gave their verbal and written informed consent to participate. The Ethical Committee approved the study.
Study Context
The primary settings of this study were places of rehabilitation and crossed multiple contexts for the participants during the course of the study. In Sweden, rehabilitation interventions for individuals who experience stroke can be medical, psychological, social, and vocational depending on the person's disability (Borg, Gerdle, Grimby, & Stibrandt Sunnerhagen, 2006) . Rehabilitation of stroke typically occurs at specialized brain injury rehabilitation units in hospitals early after onset (Lexell, 2007 ; Socialstyrelsen [National Board of Health and Welfare], 2005 and 2009), whereas both inpatient and outpatient brain injury rehabilitation (at working age) in the subacute phase is generally located in hospital departments. Thereafter, a period of community-based rehabilitation based on collaboration between medical services and resources in the community is common (Johansson, 2004) .
At 1 month after stroke, all of the participants of this study were inpatients at a rehabilitation clinic, which included individualized occupational therapy and physiotherapy on a daily basis and sessions with social workers, psychologists, and speech and language pathologists. The weekends were spent in participants' homes. At 3 months after stroke and during the rest of the year, all of the participants were daycare patients at the rehabilitation department. In addition, at 3 months after stroke most of the participants had been in contact with or had visited their work settings (four of them had visited and two had started training at their workplaces). By 12 months after stroke, most of the participants were training in their workplaces.
Data Collection
The interview data were longitudinal in approach (Saldana, 2003) and collected on four occasions during the first year after stroke (e.g., months 1, 3, 6, and 12). Participants determined the location of the interviews based on convenience (e.g., home, work, interviewers' workplaces, or rehabilitation setting). The interview guides were developed between each interview to follow up on answers to previous interviews with each participant during the year. There were two general areas of questions. The first area concerned the participants' experiences of performing daily activities compared to performing daily activities prior to stroke. The second area concerned the participants' experiences of everyday life with stroke, such as how they managed difficulties arising during occupational performance. Field notes were taken directly after each interview. All interviews were tape-recorded and transcribed verbatim.
Following the principles of theoretical sampling and constant comparison (Charmaz, 2006; Glaser & Strauss, 1967) , interviews at 3, 6, and 12 months provided emergent topical areas to explore and elaborate on in subsequent interviews. For example, broad questions about the home or rehabilitation settings led to more specific questions about how the participants developed strategies for performing activities using objects in or particular aspects of those environments. Thus, the participants' narratives of their experiences during the year of data collection led to new questions relevant for theoretical sampling, whereas the emerging categories were incorporated into and shaped the interview guide for each subsequent interview.
Data Analysis
Following the guidelines of the constant comparative method used during the coding process, data analysis consisted of identifying and systematically comparing similarities and differences in the data at each level-initial, focused, and axial coding-of analysis (Charmaz, 2006; Glaser & Strauss, 1967) . For this study, researcher field notes that consisted of discussions with occupational therapists at the hospital provided another perspective on the information given by the participants in the interviews. Combining practitioner and participant perspectives in the analysis provided a more complex picture of the relationship between activities and place during the rehabilitation process. Because analysis began after the completion of the interviews, the cyclic process of collecting and coding data after the first interview normally used in grounded theory was not relevant. Instead, the questions that related to physical aspects of the environment of the interviews of the initial four participants were first coded and then followed by analysis of the interviews of the remaining three participants until saturation emerged in the data.
In the initial coding, the data were analyzed lineby-line to examine the importance of performing particular activities in relation to experiences of these interactions in different places during the year of rehabilitation. Questions raised during this stage of analysis were concerned with changes in the rehabilitation process during the year, the meaning of performing activities in different places during the year, the physical aspects of the familiar settings of home, work, and rehabilitation setting, and the problem-solving processes of individuals when doing activities with a particular focus on the meanings or importance of engaging in particular activities in different places.
In focused coding, the most significant and frequent initial codes of the data set were sifted through to sharpen and clarify emerging categories (Charmaz, 2006) . For example, retrieving inspiration from familiar places emerged from the initial codes for how participants described the interaction with the physical aspects of the environments when performing activities in rehabilitation, home, and work settings. Thus, focused coding began to distinguish a difference between performing activities in new as opposed to familiar places. Finally, in the last stage of analysis, axial coding refined the dimensions of categories by relating them to subcategories. Thus, the category of retrieving inspiration from familiar places was related to the subcategories of discoveries at the workplace and discoveries at home.
As previously noted above, the initial data analysis of the four participants' interviews (16 interviews, approximately 480 pages) led to theoretical sampling and data analysis from three additional participants (12 interviews, approximately 360 pages) that provided detailed descriptions of their performance of activities in different places. This stage of data analysis focused on elaborating and refining the emergent categories of phenomena that, for the purposes of this study, defined the relationship between activities and places in the first year of rehabilitation following stroke. When the data no longer sparked new theoretical insights or revealed new properties of the core categories, no further analysis was required. To enhance reliability, analysis and refinement of categories was ongoing between the first and third authors until agreement was reached. The participants' rehabilitation processes were also discussed with an experienced research group and occupational therapists at the rehabilitation setting as a further check or informal triangulation (Patton, 2002) .
Findings
Seven categories emerged from the coding process: (1) workplace in mind, (2) experiences at home enabling reflection, (3) rehabilitation setting creates uncertainty, (4) retrieving inspiration from familiar places, (5) matching the complexity of tasks across places, (6) understanding the reality by confrontation, and (7) on the way to place integration. From these themes, a core category emerged: the desire for place integration inspires engagement in rehabilitation. The seven categories that emerged in a loosely defined temporal pattern over the course of the year are presented below in chronological order. For example, categories one through five emerged between months 1 and 3 as the participants moved from the hospital to their homes and began to visit their workplaces and participate in outpatient rehabilitation. The seventh category emerged in the last interview at month 12.
In addition to an overall temporal process of how each category emerged in time due to the structure of the rehabilitation process in Sweden, there were also individual variations within each category. Thus, the temporality is not meant to describe a linear or rigid pattern across all participants. Rather, it is intended to capture a general image of the changing relationship between the meanings of activities in different places (e.g., home, workplace, and rehabilitation setting) during the rehabilitation process.
Workplace in Mind
One central category was the presence of the workplace in the participants' minds. This category emerged during the first interview and continued to be present during the remaining interviews throughout the year. In fact, the participants' desires to be reintegrated into their workplaces often shaped the meaning of the activities during the year. Whether from memory or recent visits, the workplace inspired participants to choose training materials and activities that were representative of the challenges that needed to be met to return to work. As they started to think about how to manage work demands again, their first feelings were often about how they lacked control in coping with those demands. For example, one participant's first thoughts after injury were about whether it "would be possible for me to get my function back and could I work again [because] I am hugely dependent on being able to use my right hand" (1 month).
The participants also began to anticipate that they would have difficulties in returning to work. For example, one participant who had been a driver described how he anticipated that the demands of being able to negotiate streets and routes would exceed his present ability, stating, "I drove buses and taxis. It was very easy to find the way but now it'll be very difficult for me" (1 month). The uncertainty of whether one could manage objects or tools needed at work also led another participant to covertly test a computer at the rehabilitation setting without the staff's knowledge. He said, "In the work training program at the rehabilitation clinic I tested the computer before the staff arrived. They're afraid of a backlash [if I fail] or that I'll start to worry" (1 month).
Experiences at Home Enabling Reflection
Even as the participants began to move from the rehabilitation setting to their homes, the workplace continued to figure in their anticipation of the future. However, the home did play a different role than the imagined workplace. Whereas the demands of the workplace were still only present in their minds, the participants had to reflect on their own abilities when performing activities at home. Here they discovered that previously taken-for-granted activities were now challenging. Yet, the participants also experienced being able to overcome these challenges and hindrances in the physical-material environment as an inspiration to complete rehabilitation more quickly. For example, one participant described that:
At home you must cope with it yourself. There are thresholds and doormats. Everything is a challenge for a disabled person. It is incredible training, an inspiration [drivkraft] to get away from the hospital (1 month).
Home was a place where the participants felt comfortable and was related to feeling healthy. As one participant stated, "[Here I can] do precisely as I'm used to do. It feels like I'm healthier in that way" (1 month). Thus, home was a place for the types of experiences that contributed to participants' desires to engage in and complete the rehabilitation process.
Rehabilitation Setting Creates Uncertainty
Retrospectively, the rehabilitation setting was described as a place where the support of the staff and other patients made them feel secure. As one participant put it, "When I actually was ill, it was comfortable to be at hospital, to be taken care of. I think it is good not to be alone" (12 months). Initially, however, the rehabilitation setting was experienced as creating uncertainty about whether they would be able to perform activities or be integrated into this new space. One participant described this as, "I'm going to discover my own limits in my own reality because you can never give me that here [at the rehabilitation setting]" (3 months). Another participant stated that the new and unfamiliar setting made him feel insecure and uncertain: "You felt a bit uncertain just needing to go out into the corridor, The nurse was there, but I felt I had to handle it myself" (1 month). Aspects of the physical environment seemed to have a greater, and often counterproductive, influence than the support of others. Participants needed to develop conscious strategies to adapt to their new situations and handle the demands of unfamiliar aspects of the physical. As one participant recounted, he tried to counteract this disorientation by consciously using signs in the hospital corridor: I look at signs and then at different things that stand out [as memorable]. You look at a door. I've seen it before and then I notice it, keep it in mind. Then when I want to go to the ward I know which way to go, which signs to look for, and I don't need to think so much (3 months).
The physical aspects of the rehabilitation setting could not be taken for granted, making it an unfamiliar place that was not integrated through any previous or familiar daily activities. As opposed to this participant's experiences at home, he needed to consciously reflect on how to handle problems that arose in the unfamiliar rehabilitation setting.
Retrieving Inspiration From Familiar Places
Both the workplace and the home were familiar places where the meanings participants gave to activities inspired and challenged them to engage more fully in their rehabilitation process. These places provided a relatively safe place for them to explore their abilities performing once familiar activities. The challenges they experienced performing activities at home also inspired and encouraged them to reflect on the type of training activities they would need in rehabilitation.
Discoveries at the Workplace. Even early in their rehabilitation process, visits to their workplaces provided the participants with opportunities to experience and reflect on their current abilities. Activities that had once been routine tasks could no longer be taken for granted. In this sense, they also experienced a dis-integration of a formerly familiar place. For example, one participant who worked as an owner-manager visited his workplace just 1 month after his stroke. In the past, his work task required that he quickly acquaint himself with long technical descriptions before visiting customers. On his visit, he discovered that these demands exceeded his current abilities. He noted, "My concentration is influenced a little" (1 month). Although he still did not fully realize the consequences of his stroke, he noted how an activity he had formerly taken for granted was now a complex puzzle with many pieces:
It's different if I read a book at home. You read in another way than if you quickly have to read 100 pages in order to continue working. If you imagine a big puzzle, you have to put together all the pieces. It's a collection of pieces (1 month).
Although another participant did not talk about the effects of hemiplegia, he described his frustration when he visited his workplace and discovered that he could no longer handle routine tasks with his right hand:
I went to my workplace just to sort some papers. I wasn't even able to put the papers into their folders, so I just threw them on the desk. [Before my stroke] such things were a matter of course. You didn't even think about it (1 month).
These experiences with formerly routine tasks in their workplaces challenged the participants to reflect on their need for practicing at the rehabilitation setting to meet work demands again. For example, one participant reflecting on her need to increase her strength noted, "The physical therapy is the most important. Nothing can change that" (1 month). In addition, newly discovered challenges also encouraged them to seek out and engage in particular activities in the rehabilitation setting that they thought relevant to the goal of going back to work. As one participant who was a dental hygienist noted, "I think that decorating handicraft and cabinet-making are the activities most similar to my work" (6 months).
Discoveries at Home. Especially in the beginning of their rehabilitation process, the familiar place of home provided experiences that both challenged and inspired the participants' engagement in the rehabilitation. The participants' discoveries of their strengths and weaknesses in performing activities at home contributed to their understanding of the importance of practicing specific skills in rehabilitation activities. Experiences at home not only increased the participants' agency in linking home and rehabilitation settings through activities, but also contributed to recovery by expanding the range of activities they used in their own rehabilitation process. For example, one of the participants described how he sought out certain physical aspects at home to support his rehabilitation: I wanted to relearn how to get in and out of a car. It has been primarily about getting flexible and to be able to get home and also to be able to try to climb stairs. I have a spiral staircase at home, so freedom is about being able to try to climb stairs (1 month).
Thus, participants incorporated activities from home and the workplace into their own rehabilitation.
Matching the Complexity of Tasks Across Places
The participants' strong aspirations to return to work inspired them to search for more challenging tasks during their rehabilitation process. The activities significant to their working lives governed their desire to choose their own activities at their homes and rehabilitation settings. However, the participants described how some activities at the rehabilitation clinic neither bore relation to their actual prestroke work tasks nor were challenging enough to match the complexity of tasks they needed to return to work. One participant said: In addition, there were also examples of how participants found activities within the rehabilitation setting that more closely connected to their workplace task demands. For example, one participant who was a dental hygienist decided that she wanted to bring an anatomical dental model from her workplace to achieve training that was as realistic as possible: "We've some study models at my workplace and I've actually started to think I could start working with them, just to see how it goes" (2 months). To reach that goal, she started training her motor function and then moved to training with activities that would be the most similar to the work task of cleaning teeth by starting "with clay and potato and wood and such things" (3 months) to "practicing everything, from computers to metal handicraft, wood handicraft and such things" (4 months).
She also incorporated tasks she could find at home that would match the complexity of rehabilitation tasks to fulfill her desire to return to work:
Now I try to think and watch what I really do with that arm; I've discovered that at home, when I'm working at my sink, or when I'm cleaning, I try to remember to wipe the table with my right hand. It doesn't work so well, but I start with my right hand (3 months).
Thus, after the initial struggle to overcome the challenges in performing daily activities, the dental hygienist created a type of rehabilitation setting in her home where she could consciously choose activities that corresponded to the complexity of her tasks at work.
Understanding the Reality by Confrontation
Being confronted with actual circumstances from their workplaces forced the participants to understand what they would need to be able to do to return to work. These confrontations led to different types of understanding. Some participants realized that their decreased abilities would require them to modify their work situation. Other participants realized that they would need a complete recovery to return to work. For example, after 6 months of practicing on his own at his workplace, one participant realized that the demands at his workplace exceeded his ability:
It's like getting some of your life back again when you recognize that I can still work. But it's not the same as working full-time again, because I'm not thinking about that. But it does work anyhow. You can be with others (6 months).
In contrast, participants described tests conducted at the rehabilitation clinic and not linked to actual workplace demands as irrelevant and artificial. They believed the tests did not lead to discoveries or their own self-reflections on what would be attainable and could also be detrimental. For example, one participant described the negative consequences of a cognitive test:
You really feel exhausted after those tests. It's not very good for your self-image. Under these circumstances [post stroke], you don't want so much negativism, rather the opposite (6 months).
In contrast, the familiar place of home inspired testing one's limits. Later in the rehabilitation process, when the participants had learned to handle their basic daily activities such as personal care and cooking, they sought activities that could challenge their own assessment of their competencies. As one participant described:
You test different things. Most of it works to some extent. I drew this patio that we built. I drew it two-dimensionally, so it worked out well. I've assembled. . . furniture (6 months).
Another participant described that his boat was his "rehabilitation home," a familiar place that provided challenging activities that matched the complexity of those in rehabilitation:
It's become my rehabilitation home. The most fun I have in life is with the boat. My senses are on top. It's a positive environment and it doesn't matter how long things take. I've been running up and down the steps here all my life, and they're still there mentally. It'll work out fine (6 months).
Not only was his boat a place that he had integrated over a long period of time, it was also a place that supported his recollection of being competent.
On the Way to Place Integration
Although the outcomes varied, all of the participants were in the process of achieving place integration in their home and workplace by the end of the year. At home, they needed to use extensive energy to perform daily activities and had begun to perform them more automatically. One participant described a natural feeling and freedom in performing activities at home, "where I can allow myself to run around a bit" (12 months). Another participant described performing activities at home: "I vacuum and clean and it goes quickly and smoothly" (12 months).
If home was a place where activities of a takenfor-granted nature were possible again after 1 year, the workplace was a place where the participants were still coming to terms with whether it was possible to fully return. The importance of coming to terms with whether they could return to their workplace doing the same tasks as prior to the stroke can be exemplified by one participant, who described how he gained an insight into his present ability. By being confronted by the actual workplace tasks, he was able to reflect on and make changes in his role at work: I can start to work part-time. I'm trying to find a new role since I have the opportunity to select my work tasks. I can eliminate tasks that don't work so well (12 months).
On the other hand, the dental hygienist exemplified the laborious process of returning to work at the same level as prior to the stroke. First, she gradually increased both the task demands and hours working with the anatomical models at her workplace:
The first day I came here [the workplace], I started to polish [the teeth] and I thought, "This is working very well." But after fifteen minutes my arm was totally exhausted. Now, however, I can work for a few hours (12 months).
Then, after working with anatomical models, she began working with actual people: "I have now worked with him [her boyfriend] twice and it has worked well both times. He can't feel any difference" (12 months).
However, even by increasing the demands of her tasks and endurance across home, workplace, and rehabilitation settings, she-like the other participants-was not fully reintegrated into her workplace in the same way as she had been prior to the stroke.
Discussion
Drawing from Rowles' theoretical perspectives of place as "a center of lived meaning, where social, cultural, and physical elements of a person's environment become one's place by being woven into being and selfhood" (Cutchin, 2004, p. 309) , this study focused on the interaction of individuals who had experienced stroke with the physical elements of their environments across time. There have been studies focused on the positive influence that familiar places have on rehabilitation. However, the process of how familiar (e.g., home and work) and new (e.g., rehabilitation setting) places influenced rehabilitation over time was not clear. Thus, this study sought to provide a more complex image of the relationship between the meanings of different activities performed in different places over the course of rehabilitation during 1 year.
The central finding in this longitudinal study was a strong relationship between the desire to be reintegrated into familiar places, such as work and home, and engagement in activities during rehabilitation. Further, this desire for place integration was a constant inspiration for participants to seek out activities on their own that matched the task demands at their workplaces. From the beginning of the rehabilitation process, returning to work-either imagined or an actual visit-was foremost on their minds. Through actual experiences at their workplaces during the year, the participants discovered the need to practice specific skills in the rehabilitation setting. Experiences at home also led to further reflections on their changed status while being a place that provided additional activities that could be incorporated into their rehabilitation process. In addition, the familiar environments of work and home inspired the participants to engage in their own rehabilitation as they sought to match the complexity of activities across home, workplace, and rehabilitation settings to support their integration into their workplaces. Rowles (2009) argued that taking interventions out of individuals' places required them to additionally cope with accommodation to unfamiliar settings of the hospital or rehabilitation facilities. Research studies buttress this claim by showing that rehabilitation in home environments supports and improves interventions and outcomes (Becker, 1993; Teasell & Kalra, 2005; von Koch et al., 2000) . Even when older adults stayed in a geriatric hospital, information about the home environment supported a multi-professional outreach team's ability to help them find continuity in their lives (Wottrich et al., 2007) . In addition, a study of individuals with memory impairments after acquired brain injury described how activities usually performed in familiar places and integrated into what Merleau-Ponty (2002 /1945 called the habit body were easier to perform (Erikson et al., 2007) . These findings supported the occupational therapy assumption that rehabilitation in familiar environments with activities chosen by the clients themselves supports engagement in and qualitatively better performances of occupation that can lead to increased participation in society (Trombly, 2002 ).
Yet, the focus on rehabilitation across settings and over a year provided a much more fluid conception of the role of environments, even familiar ones, in rehabilitation. This study questioned the utility of breaking down environments into component parts, separating it from the individual, or defining discrete categories of place. Overall, the desire to be integrated into familiar places inspired the participants to engage in rehabilitation. In addition, the participants diffused traditional boundaries between home, work, and rehabilitation by importing activities from home and work into the rehabilitation setting (e.g., computer), simulating rehabilitation activities in their homes (e.g., stairs, putting together furniture, and wiping tables), and matching the complexity or grading rehabilitation activities to workplace demands (e.g., clay to metalwork for dentistry).
Methodological Implications
There are several key considerations to take into account regarding the methods. For example, separating the physical aspects from the social or cultural aspects of the environment is inconsistent with the concept of place as an "integrated whole." In addition, although place integration was found to be an inspiration for engaging in rehabilitation, this study did not further examine the particular meanings of the familiar places for each participant. Prior research on the experiences of individuals with acquired brain injury suggested that returning to the workplace is an important indicator of being back to normal again (Alaszewski, Alaszewski, Potter, & Penhale, 2007; Johansson & Tham, 2006) . Prior research on home rehabilitation after stroke also underlined the importance of a familiar place in supporting continuity between past and future (Wottrich et al., 2007) , facilitating the development of social relationships between clients and providers (von Koch et al., 2000) , and reintegrating into social worlds (Becker, 1993) . The social and cultural meaning of being reintegrated into the workplace would, therefore, need further examination in future studies. However, the focus on physical aspects of the environment did highlight how the process of place integration was dependent on engagement in activities already embedded in or performed in the familiar environments of the workplace or home.
Triangulation of complementary methods strengthens findings (Polit, Beck, & Hungler, 2001) . Although this study was limited by a lack of participant observations to complement the interviews, forms of triangulation were employed (Patton, 2002) that included discussing the rehabilitation process with the occupational therapists during data collection and getting feedback on the findings with an experienced research group during data analysis. Member checking is also considered integral to qualitative research (Polit et al., 2001) . The data collected by the first and third authors strengthened the validity of the analysis through case discussions and review of themes (Patton, 2002) . Finally, at all levels of coding, the participants' narratives were used to ground interpretation and emergent conceptualizations to strengthen the credibility of the findings (Chiovitti & Piran, 2003) .
Clinical Implications
The findings from this study bring to the foreground for clinical practice how illness experiences, such as a stroke, can change or disrupt clients' integration with previously familiar places. In line with Rowles' (2009) statement that understanding each unique person from "the perspective of an experienced context" (p. 81) is central to rehabilitation, familiar places played a significant role in inspiring and providing personally relevant activities that could be incorporated into rehabilitation. The core category and main finding (the desire for place integration inspired engagement in rehabilitation) underlined how familiar places such as home and workplace were key to the participants' engagement in rehabilitation.
The participants' desire to reintegrate into their workplaces was an inspiration to find activities at home and the rehabilitation setting that matched the complexity of those workplace activities. An example included the dental hygienist who wanted to bring an anatomical model from home into the rehabilitation clinic and brought rehabilitation home by cleaning her tables and her boyfriend's teeth. Because this study was longitudinal, we could also see that the participants' inspiration to find activities for their own rehabilitation lasted the duration of the year following stroke. For one participant, this even led to his re-situating the rehabilitation process in a familiar place by calling his boat his "rehabilitation home." Therefore, to support motivation in rehabilitation occupational therapists could foreground the role of place; that is, be attentive to the meaning of the different places of each client in the rehabilitation process.
Rehabilitation, situated within a biomedical paradigm, continues to frame the person as an entity separate from the environment (Stewart & Law, 2003) and meaning as separate from outcomes. However, the desire to be reintegrated to familiar places seemed to be a goal that inspired the participants' engagement in activities that supported their rehabilitation process during the year. Engagement in activities in familiar places, such as the home and workplace, were also more meaning related-what Hasselkus and Rosa (1997) considered personally relevant-than the activities in the rehabilitation setting. Not only did the participants prefer activities relating to actual activities in familiar places, they also preferred assessments connected to their real work tasks instead of cognitive or neurological assessments that left them feeling "exhausted." It is therefore important for occupational therapists to take into consideration each client's actual lived places in the rehabilitation process. Only then can rehabilitation and the client's familiar places of lived meaning be reintegrated over time. As Cutchin (2004) underlined, engagement in activities can be coordinated in a way that enables place and individuals to once again become an integrated whole.
